complete occlusion of left bracheal artery. Carotid duplex was normal. X-ray neck excludes cervical rib. Echocardiogram showed no thrombus, vegetation or any other intracardiac mass. ECG within normal limit. Serum ANA/ANF and Anti ds-DNA antibody were negative.
Protein C (11.4%) and protein S (30%) levels were low.
She was operated and Fogarty emboleclomy done from the bracheal artery and distal vessels and flow was established and peroperative and postoperative heparinization done. Eight hours after embolectomy patient complaints blurring of vision. So we consulted with a neuro physician and an ophthalmologist. They advised MRI of brain and orbit that shows acute infarction in both occipital lobes (more remarkable on left side). Within 3 days of heparinization bluring of vision gradually improved. At the 7 th postoperative day patient was discharged with life long oral anticoagulant warfarin therapy to maintain INR around 2.5-3. After one year follow up, patient was alright and revealed satisfactory pulses in all distal vessels and good sensory & motor activity of the limb.
Discussion:
The term "hypercoagulable state" is generally used to denote any condition in which the normal ballance between clotting and anticlotting mechanisms becomes altered in such an extent that the patient is predisposed to thrombus formation. Among the numerous conditions that can lead to a hypercoagulable state, Protein-C and S deficiencies have been frequently described. 5 Acute arm ischaemia accounts for one-fifth of all episodes of acute limb ischaemia. It occurs twice as often in females as in males. Bracheal embolectomy is the most common treatment. After successful bracheal embolectomy, 95% of patients are symptom free. 6 Fogarty embolectomy catheter may be used for acute thromboembolism. In this case patient was managed conservatively in Chittagong then shifted to Dhaka and then fogarty embolectomy done. Embolization recurs after successful embolectomy in about one third of the patients if systemic anticoagulation is not used. It may even recur in about 11% of cases after oral anticoagulation. Occasionally the hand continues to appear ischaemic after successful embolectomy. This persistent ischaemia is caused either by an unrecognized inflow lession or by emolization to the digital arteries that has been occuring over an extended period. In this patient an arch aortogram with selective view of the affected arm should be performed immediately after operation. Any lesion in the subclavian artery or innominate artery can be treated by angioplasty or stenting. 7 
